INTRODUCTION {#sec1-1}
============

The occurrence of cutaneous nontuberculous mycobacterial (NTM) infections is being increasing reported. Although most pathogenic species of NTM may cause skin and soft tissue infections, *Mycobacterium marinum, Mycobacterium ulcerans* and the rapidly growing mycobacteria such as *Mycobacterium fortuitum, Mycobacterium chelonae* and *Mycobacterium abscessus* are the most frequent causes.\[[@ref1]\] Cutaneous infections by NTM usually occur following contact of surgical or traumatic wounds with water or other contaminated source. In addition, among the immunosuppressed it can occur as a consequence of a disseminated mycobacterial disease. A high index of suspicion about NTM infections is necessary, in those with chronic infections of the skin and soft tissue, to ensure prompt and appropriate treatment.\[[@ref1]\] Abscess formation at the site of the puncture wound is most often due to rapidly growing mycobacteria. Wallace and coworkers noted that *M. fortuitum* and *M. chelonae* were the predominant isolates when they reviewed 125 cases of human infections caused by rapidly growing mycobacteria. Among these 59% had cutaneous infections following surgery, accidental trauma or needle injections.\[[@ref2]\] We report a case of subcutaneous abscesses due to *M. fortuitum* following intralesional steroid in a patient with multifocal keloids. Literature from our subcontinent suggests association of mycobacterial infection following yellow jacket sting and recurrent soft tissue infections.\[[@ref3][@ref4]\] However, we were unable to retrieve literature regarding association of keloids with *M. fortuitum* following a PubMed search, which emphasizes the uniqueness of our report.

CASE REPORT {#sec1-2}
===========

A 61-year-old man who is a known diabetic and hypertensive, presented with multiple keloid lesions of 5-years duration. He noticed that the size increased gradually over a period of time which prompted him to consult a dermatologist, who administered intralesional steroid injection. The patient noticed progressive increase in size of the larger lesion followed by formation of sinuses and drainage of pus. A diagnosis of pyogenic abscess was made and he was advised local application of cephalexin and cotrimoxazole; as there was no respite, he was referred to our hospital.

On examination he was afebrile and there were no palpable lymph nodes. Multiple keloids were observed over the manubrium, the intermammary region (largest lesion measuring 8 × 3 × 2 cm) \[[Figure 1](#F1){ref-type="fig"}\] and above the right nipple. The lesion in the intermammary region was associated with sinuses which was discharging pus. He had no family history of keloids. No abnormal findings were seen in his blood picture and chest X-ray. Sputum for acid-fast bacilli (AFB) and Mantoux test were negative. Serology for HIV and VDRL were non-reactive.

![Clinical photograph of multiple keloid lesions on the chest](JLP-3-127-g001){#F1}

Pus was aspirated from the lesions for microbiological studies. Gram stain showed plenty of pus cells but no bacteria, while Ziehl-Neelsen stain revealed a few short, acid-fast bacilli in a background of polymorphs raising the possibility of mycobacteria \[[Figure 2](#F2){ref-type="fig"}\]. Routine bacterial culture of the pus was reported as sterile. However, culture on Lowenstein-Jensen media (LJ) grew organism suspected to belong to *M. fortuitum - chelonae* complex based on the rapid growth and positivity for biochemical tests such as catalase, urease and arylsulfatase. It was phenotypically identified as *M. fortuitum, as* the isolate grew on MacConkey agar (without crystal violet), reduced nitrate and was susceptible to ciprofloxacin. Histopathology confirmed the diagnosis of keloid based on the presence of thick, hypereosinophilic bands of collagen; the underlying lesion showed granuloma composed of epithelioid histiocytes and giant cells, usually of Langhans' type. The patient showed a good response after 6 months of treatment with amikacin and clarithromycin.

![Acid-fast bacilli seen on Ziehl-Neelsen staining of the aspirate from the lesion](JLP-3-127-g002){#F2}

DISCUSSION {#sec1-3}
==========

Keloids appear spontaneously or following trauma, may expand beyond the margin of the wound, and persists for years as in encountered in our case. NTM are known to produce subcutaneous lesion following minor trauma, the commonest etiological agent being *M. marinum* acquired following a swim in infected pools or immersion in aquaria.\[[@ref5]--[@ref7]\] Rapidly growing mycobacteria are a complex group of environmental mycobacteria which is either pigmented or non-pigmented. They are found ubiquitously in the environment including water, soil, dust, wild and domestic animals and fish.\[[@ref8]\] They can grow in municipal water systems and distilled water. They are resistant to sterilizers, antiseptics, standard disinfectants including 10% povidine-iodine, 2% aqueous formaldehyde and 2% alkaline glutaraldehyde.\[[@ref9]\] These mycobacteria are known to cause cutaneous infections, typically in association with trauma or clinical procedures as in our case. Their optimal incubation temperature ranges from 25°C to 40°C, and are characterized by a rapid growth rate (within 7 days) on subculture. *M. fortuitum* is one of several rapidly growing mycobacteria, which is increasingly being recognized to cause human disease.\[[@ref8]\] Uslam *et al*. reported that patients with *M. fortuitum* skin and soft infections were younger unlike in our case and were less likely to be immunocompromised when infected with *M. chelonae*.\[[@ref10]\] As observed in our patient, the clinical manifestations consist of draining sinuses and abscesses, ulcers and nodules that can evolve into scaly plaques or can even mimic cellulitis; however, fever, chills and systemic manifestation are infrequent.\[[@ref8][@ref9]\] Delayed diagnosis of cutaneous infections due to *M. fortuitum* is a common clinical issue. Causes of delayed diagnosis are multiple and include resemblance to pyogenic infections, lack of awareness and a low index of suspicion among physicians. In general, the organism is usually susceptible *in vitro* to amikacin, cefoxitin, imipenem, sulfonamides and flouroquinolones.\[[@ref11][@ref12]\] Combination therapy seems prudent initially because of concerns about resistance.\[[@ref10][@ref13]\] It should include two or three antibiotics to which the organism is susceptible. Treatment should be continued for 3 months or until the resolution of clinical manifestations. In our case, the patient responded well to treatment with a combination of amikacin and clarithromycin for a period of 6 months.

In conclusion, physicians should think outside the box when faced with chronic skin lesions, as the consequence of failing to make an early diagnosis may lead to necrosis, destruction of underlying bones and cartilage. With increasing clinical use of intralesional steroids, treating physicians will probably identify more of these cases based on the awareness that this report presumably will create.
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